This general population-based study examined associations between violence and mental health, musculoskeletal pain, and early disability pension. The prevalence and consequences of good vs. poor adjustment (resilience vs. vulnerability) following encounters with violence were also examined. Data were based on the sixth wave of the "Tromsø Study" (N = 12,981; 65.7% response rate, 53.4% women, M-age = 57.5 years, SD-age = 12.7 years). Self-reported data on psychological (threats) and physical violence (beaten/kicked), mental health (anxiety/depression), musculoskeletal pain (MSP), and granting of disability pension (DP) were collected. Men suffered more violent events during childhood than women did, and vice versa during adulthood. Psychological violence implied poorer mental health and slightly more MSP than physical violence. The risk of MSP was highest for violence occurring during childhood in women and during the last year for men. A dose-response relationship between an increasing number of violent encounters and poorer health was observed. About 58% of individuals reported no negative impact of violence (hence, resilience group), whereas 42% considered themselves as more vulnerable following encounters with violence. Regression analyses indicated comparable mental health but slightly more MSP in the resilience group compared to the unexposed group, whereas the vulnerable group had significantly worse health overall and a higher risk of early granting of DP. Resilience is not an all-or-nothing matter, as physical ailments may characterize individuals adapting well following encounters with violence.
Introduction
The human and societal tolls of violence are substantial. In 2002, the World Health Organization published the first report on violence and health [1] , also highlighting the considerable benefits for the public health sector in taking an active role in prevention. Universal prevention question about the degree of negative impact subsequent to exposure to violent events was included, hence making an analysis of resilience possible, as the large sample size compensated for the reduced accuracy and statistical power of using single questions. As resilience may be defined as "no pathology" or relatively "normal functioning", we used responses to the impact question to create subgroups describing unexposed subjects (no violent exposure), resilient (exposed but good adjustment), and vulnerable (exposed but poor adjustment) subjects.
The adaptation process may, however come at a price, as the higher allostatic load caused by the "wear and tear" of NLEs [31] may cause neuroendocrine and immunological changes that over time may lead to somatic health complaints or diseases [32] . Subjects characterized as resilient are expected to experience less "wear and tear" as they generally cope better with NLEs than vulnerable subjects. However, individuals with a history of childhood maltreatment, but who are considered resilient (good mental health), seem to show more blunted adrenocorticotropic hormone and cortisol responses [33] and larger immunological responses [34] to later minor stressors than unexposed healthy individuals do. Subjects that cope poorly show stronger corticosteroid and inappropriate inflammatory responses, thus experiencing even more "wear and tear" [35] . However, the tendency for a stronger neuroendocrine and immunological response among those considered resilient may therefore enhance the vulnerability for somatic health problems over time, which are quantifiable as symptoms of musculoskeletal pain.
Aims of the study
The large sample size in the "Tromsø study" (N = 12,981) makes it possible to examine whether subjects classified as resilient show different profiles with regard to job functioning and, mental and musculoskeletal health complaints compared to unexposed subjects. Moreover, by using general population-based data, gender differences similar to those reported by Schlack and Petermann (25) could be examined.
We pose several hypotheses: 1) psychological violence is associated with worse ratings of mental and physical health as well as job functioning, 2) subjects considered as resilient are expected to show equally good mental health and job functioning as unexposed subjects but more health complaints in terms of musculoskeletal pain due to the increased allostatic load caused by psychological violence in particular, and 3) subjects more vulnerable to exposure to violence are expected to demonstrate the poorest health and job functioning.
In addition, a range of demographic data as well as alcohol use are associated with exposure to violence [36] , thus these covariates were included in the statistical analyses to adjust for their effects. Violence does not happen entirely at random, rather, those who are younger, unmarried, with lower education and income, in unskilled jobs or consuming more alcohol are more frequently perpetrated [1, 36] . The prevalence of health problems, similarly to those measured in the present study, is also higher in these subgroups [37, 38] , which strengthens the argument for adjusting for these variables. Moreover, as obesity [39] and lack of physical activity [40] are well-known risk factors for musculoskeletal health problems, information about body composition (body mass index, BMI) and self-reported physical activity were also included.
Materials and Methods
The "Tromsø study" is a longitudinal general population-based multi-purpose study focusing on lifestyle-related diseases [41] . The study consisted of six waves starting in 1974 and was repeated last time in 2007/08 [42] . All surveys included questionnaires and various clinical measurements. The present study is based on data collected in the 2007/08 wave, which for the first time included questions on violence exposure. Altogether 19,762 subjects were invited and 12,984 (65.7%) participated, 6,054 men (62.9%) and 6,930 women (68.4%). Mean age was 57.5 years (SD = 12.7).
The Regional Committee of Medical and Health Research Ethics and the Norwegian Data Inspectorate approved the study. Each participant gave written informed consent prior to inclusion.
Questionnaire
Along with the invitation letter, subjects received the first questionnaire (Q1), which they completed at home and brought to the study site. Here, a research technician checked it for inconsistencies and incomplete data. The participants were then given a second questionnaire (Q2), which they could fill in at the site or at home. The Q2 asked for two kinds of experiences with violence: i) Have you experienced being tormented or threatened with violence over a long period of time? and ii) Have you been beaten, kicked or been victim of other types of violence over a long period of time? The subjects could tick any of the following answers: 0-No; 1-Yes, experienced as child; 2-Yes, experienced as adult; 3-Yes, experienced last year. Following these questions, the subjects reported the negative impact of these events on their life (1-not affected, 2-affected to some extent, or 3-affected to a large extent). This question was used to classify the subjects' response as indicating vulnerability or resilience following exposure to these events.
In addition, the Q2 included the following question about musculoskeletal complaints: Have you suffered from pain and/or stiffness in muscles and joints lasting for at least 3 months during the last year? The subjects were given three response alternatives: 0-no complaints, 1-little complaints, and 2-severe complaints across six sites (pain in neck, arms, hip, upper back, lumbar, or other sites). Symptoms of mental health problems were assessed in the Q1 using a short version of the Hopkin's Symptom Check List (HSCL, 90 items), that is, the HSCL-10, which is a widely used, self-administered instrument measuring psychological distress in population surveys. Reponses are recorded on a 4-point scale (1-not at all, 4-very much), and the average score is calculated. Higher scores indicate more symptoms, and scores above 1.75 indicate significant depression requiring treatment [43] .
The following covariates from Q1 and Q2 were included: age, BMI (weight kg/height m 2 ), marital status (single, married/cohabitating, widow(er), or divorced), educational status (primary, high school, or university), occupation (unemployed, retired, part-time, or full-time), household income (equivalent in USD, classified as low <49,425, medium 49,425-90,311, or high > 90,311; according to official categories of Statistics Norway in 2007), physical activity (low, moderate, or high), smoking status (never, former, or present smoker), and frequency (never/rarely, weekly or more) and amount (1-2, 3-6, or 7+ weekly units) of alcohol use.
Statistics
Statistical analyses were conducted using SPSS version 21. Univariate gender differences were examined with independent t-tests for continuous variables and chi-square tests for dichotomous variables. Hierarchical linear regression analyses were used to examine the association between violence and mental distress scores (HSCL-10). Childhood violence was entered first, adulthood violence second, and last year violence third, thus separating their explanatory contributions. The covariates were entered in the last step to provide crude and adjusted coefficients for the violence variables. The following variables were categorical and hence dummy coded with zero as the reference category: marital status (0-married, 1-single, 2-widow(er) and 3-divorced), level of education (0-college/university, 1-upper secondary school and 3-primary school), occupation (0-full time, 1-part time, 2-retired and 3-unemployed), household income (0-high, 1-medium and 2-high), degree of exercise (0-high, 1-medium and 2-low), and units of alcohol (0-low, 1-medium and 2-high). All other variables were either continuously or binary coded (0/1). The HSCL-10 variable was log-transformed as it was positively skewed (Z) and lepto-kurtotic, which is normal for low prevalent phenomena. A similar regression approach was used for the resilience classification variable, which was entered first and then adjusted by number of violent events and covariates in separate steps. The six musculoskeletal pain variables were summed and treated as a count variable (range 0-6, M = 1.44, SD = 1.50). The mean and SD values were almost similar, and thus a Poisson regression analysis is recommended [44] . The log link function and robust standard errors were used to produce error bands for the Wald statistics. All analyses were stratified by gender. The alpha-level was set to .05. A logistic regression analysis was set up similarly for the granting of disability pension (0-no/1-yes).
Results
Baseline descriptive characteristics of the study cohort are presented in Table 1 , which also gives test statistics for gender differences.
The degree of exposure to violence is presented in Table 2 for women and men separately. During childhood, psychological violence (threatened/feeling tormented) was more common than actual violence. Men reported threats and actual violence significantly more often than women. During adulthood, these gender differences went in the opposite direction, with women reporting significantly more experiences with threats and actual violence than men. The prevalence of violence during the last year was low and comparable between women and men.
Relationships between violence, mental health, and musculoskeletal pain
The crude and adjusted coefficients were quite comparable ( Table 3 ). The magnitude of the coefficients (or effect sizes) was small. Psychological violence (threatened/tormented) was associated with worse mental health (HSCL-10) than actual violence, which was a consistent finding independent of gender and life epoch (childhood/adulthood). This picture was to some extent comparable for symptoms of musculoskeletal pain (MSP), except psychological and actual violence were similarly associated with MSP for childhood events in men and adulthood events in women. Regarding recent violent events, men exposed to threats had more MSP than men exposed to actual violence.
Adjusted analysis: A range of covariates were included (see note of 
Adjustment to violence and health status
By using the variable assessing the negative impact of violence (see Method section 2.1 Questionnaires), four clusters indicating the adjustment status subsequent to experience with violence, or the degree of resilience, could be created. The cluster not reporting any exposure to violence represented the majority (0-unexposed group, n = 9,103, 70.1%). Among the subjects reporting violence, three clusters were identified: 1-resilient (experienced violence but no negative impact, n = 2,255, 58.1%), 2-vulnerable (experienced violence and affected by it to some extent, n = 1,451, 37.4%), and 3-highly vulnerable (experienced violence and largely affected by it, n = 172, 4.4%). The gender differences (women vs. men) for the unexposed (52% vs 48%) and the resilient (49% vs. 51%) groups were minor, but were significant for the vulnerable (66% vs. 34%, p < .001) and highly vulnerable (75% vs. 25%, p < .001) groups. The crude analysis indicated considerably worse mental health status in the vulnerable clusters compared to the unexposed or resilient clusters (Table 4 ). The resilient cluster had slightly worse mental health than the unexposed cluster. Adjusting for the number of violent events maintained the findings; however, the minor difference in mental health between the resilient and unexposed cluster disappeared. Including all the covariates in the model did not change this finding. A final noticeable finding was that the number of experienced psychological threats (from childhood and adulthood to recently, range 0-3 events) significantly predicted poorer mental health, while the number of physical violent events had no contribution.
The regression model for musculoskeletal pain (MSP) painted a rather similar picture, except that the resilient group had significantly more pain symptoms than the unexposed group but less than the vulnerable groups that had the highest MSP scores. Again, a higher number of experienced threats predicted more MSP than a higher number of actual occurrences of violence.
Adjustment to violence and granting of disability pension (DP)
In the crude analyses, the rate of DP was comparable in the resilient and unexposed clusters, whereas the vulnerable clusters had a significantly higher risk of early DP (Table 5) . Adjusting for the number of violent events and the covariates did not change these findings for women. However, the risk of granting early DP was now smaller for men in the resilient as compared to the unexposed cluster. A higher number of experienced psychological threats predicted a higher rate of DP among men but not among women, whereas physical violence had no contribution.
Discussion
The present population-based survey examined relationships between exposure to violence and mental health (depressed/anxious mood), symptoms of severe musculoskeletal pain and early granting of disability pension. The study examined two types of violent events: psychological violence (threats/feeling tormented) and actual physical violence (beaten/kicked). Our first hypothesis that psychological violence represents a stronger health hazard than actual violence was supported. Those reporting more psychological violence reported poorer mental health than those reporting physical violence. The same findings emerged for musculoskeletal pain, as well as for early disability pension among men. The negative role of physical violence was minor in comparison. Interpersonal, intentional violence that usually includes threats thus represents a health hazard as reported previously [2, 3] ; however, the present study indicated that it affected all health and functional outcome variables. The second hypothesis received support, as subjects classified as resilient showed a comparable level of job functioning and good mental health as unexposed subjects. Men classified as resilient even showed a slightly reduced risk of early disability pension compared to unexposed men. The resilience group, however, showed slightly elevated symptoms of severe musculoskeletal pain, as the hypothesis of allostasis would predict [33] [34] [35] .
The third hypothesis that vulnerable subjects would show the poorest health across all outcome variables was also supported.
The present study also indicates a dose-response relationship between violence and health, particularly for threats of violence. Subjects experiencing a higher number of such events had an increased risk of musculoskeletal pain and particularly poorer mental health, which is in line with most other studies [12, 13, 18, 45] . Moreover, the coefficients for exposure to violence in childhood were generally higher than during other life epochs, thus restating the importance of preventing childhood abuse or violence [46] [47] [48] [49] [50] .
The Adverse Childhood Experiences (ACE) study involving more than 17,000 subjects found a consistent relationship between ACE and mental health problems (e.g., drug abuse, 
Notes. The HSCL-10 (Hopkins Symptom Check List) variable was log transformed.
* p < .05, ** p < .01 *** p < .001. β = Standardized linear beta-weight, OR = Odds-ratio (Poisson regression), R 2 = adjusted R-square. depression and suicide) as well as physical diseases (e.g., ischemic heart, liver and sexually transmitted diseases) [51] . The number of ACEs also seemed to form a dose-response relationship with, for example, lifetime risk of depression [50] akin to what was reported in the present study. The finding of more musculoskeletal pain following exposure to childhood violence also agrees with previous reports [52] .
Resilience in the face of violence
The majority of subjects experiencing violence do not develop lasting mental health problems [27] . In the present study, six out of 10 subjects reported no noticeable negative health impact following violent encounters, which corresponds to findings by others [53, 54] . Exposed but resilient subjects functioned equally well as unexposed subjects with regard to mental health, and even slightly better with regard to job functioning (lower risk of disability pensioning). Experience with hardships in life, such as violence, may have the paradoxical effect of providing future protection against later mental health problems given that coping is possible [55] . As the resilient subjects described themselves as "not affected," such a functional coping response might underlie their good mental health. However, the lack of assessed coping variables in the study makes this assumption unsubstantiated. A negative finding was that resilient subjects showed slightly higher odds of musculoskeletal pain compared to unexposed subjects. These findings may indicate that resilient subjects develop more health complaints that are possibly caused by the increased allostatic load [35] following encounters with violence. This makes sense, as psychological violence, which represents a more chronic stressor and thus a particular health hazard, may also generate stronger and longer-lasting neuroendocrine stress or immunological responses [32] [33] [34] . However, it seems that resilient subjects do not allow these physical ailments to overshadow their mental well-being or ability to function adequately by keeping their job. 
Gender differences
Some gender differences were noted, as indicated by earlier reports [23, 25] . Men were 1.3 times more often exposed to violence in childhood compared to women (12.9% vs. 9.4%, respectively), whereas the ratio was 1.8 and in the opposite direction in adulthood (4.9% vs. 9.0%, respectively). These age-related differences coincide with a large Swedish national public health report from 2012 [56] . Women thus suffer more health hazards than men do in adult years. Moreover, the mental health of women was more negatively impacted by exposure to violence than men's mental health, but this difference was minor (R 2 = 7.5% vs 6.7%, respectively). The current study nevertheless showed a trend for a slightly raised vulnerability among women, which a population study in a neighboring country (Sweden) also indicated [23] .
Exposure to psychological violence in childhood was more reliably related to poorer health among women than men, particularly with regard to musculoskeletal pain. Women also dominated the vulnerable adaptation clusters, which indicate that the depressogenic effects of violent encounters are in general higher for women than for men. An opposite gender difference in our study was that men's health (both mental and physical pain) was slightly more negatively associated with physical violence in childhood compared to women. As the present study did not specify the kind of violence experienced, the reason for the difference is unknown. Men are more often violated non-domestically [57] whereas women more often experience interpersonal violence at home [23] . However, since it the perpetration happened during the childhood years, it may have been of an intentional and interpersonal character, which may be worse [3] for men.
Implications for prevention
The negative relation between childhood violence and poor adult health is well established, yet, rarely acknowledged in general medical practice or emergency departments. Physicians infrequently ask for history of abuse and only 2-5% of patients tell the physician without being asked [58] . In a Norwegian study, physical abuse was only identified among 0.4% of the referred adolescent patients [59] . The failure of health personnel to ask direct question about abuse or violence may even contribute to the patients' tendency to avoid bringing up these disturbing experiences, thus indirectly contributing to sustained health impairments.
To prevent health problems as a result of violence, barriers to overcome [60] include a proper institutional policy for effective screening/identification and a policy allocating sufficient time for high-quality consultations. Health personnel need privacy and time to conduct complete patient histories, adeaute training in clinical communication skills to facilitate detection of signs and symptoms of violence [1] .
Strengths and limitations of the study
An obvious strength of the present study is the large sample size, the epidemiological design and the high quality control of the data collection process. The attendance rate (66%) was good compared with other large health surveys in Norway, such as the HUNT (Health Study of Nord-Trøndelag) study (56% response rate, N = 59,000). In a large epidemiological study in Norway, the non-response bias was small for correlation coefficients compared to prevalence point estimates [61] . As the main research questions of the current study concerned correlations, the impact of non-response should be minimal.
On the other hand, the large sample size only allowed self-report as the basis for classifying subjects as unexposed (i.e., normal or healthy), resilient, or vulnerable. Here, large-scaled epidemiological studies have a disadvantage compared to clinical studies, where it is feasible to conduct structured diagnostic interview methods to increase the validity [26, 54] of clustering subjects into resilient and vulnerable groups. However, as the point prevalence of psychopathology in the population is low [62] , the number of wrongly classified subjects should constitute only a very small group. As the precision of most reported coefficients was high (p's < .001), particularly with regard to mental health, a correction of any bias incurred by the selfreport method is not expected to nullify the significance of the present findings. Moreover, as the resilience group showed an even smaller risk of early disability pension compared to the unexposed subjects, a considerable number of misclassifications would be required to change this direction qualitatively.
The use of paper-and-pencil methods to retrospectively collect information about exposure to violence has some well-known limitations as well as benefits. The main concern relates to under-versus over-reporting of violence. The poorer statistical power that goes along with underreporting was not an issue here. In addition, as the questionnaire method does not trigger embarrassment or fear of social stigma as much as face-to-face methods [63] , the questionnaire approach should identify true cases acceptably well [64] . Rather, over-reporting may be a larger problem due to the global format of the two violence questions. The respondents' personal interpretation of what constitutes "violence" may encompass a wider range of milder cases [65] . To what extent this was the case in the present study is unknown.
Conclusion
The present study confirmed that exposure to violence increases the risk of poorer mental health in terms of more depression/anxiety, but also somatic health in terms of increased symptoms of severe musculoskeletal pain. The effect sizes of the relationships were in the small range, as oft reported. Psychological violence was more negatively related to poorer health than actual physical violence. In addition, a dose-response relationship was observed; a higher number of exposure to violent events implied increasingly poorer health, particularly mental health. About six of 10 subjects did not report a noticeable negative impact following violence in terms of health outcomes, hence indicating good adjustment or resilience. The resilient group had equally good mental health as subjects not reporting any violence but had slightly elevated symptoms of severe musculoskeletal pain. On the other hand, their risk of early disability pension was lower. Resilience to violence is quite prevalent, for which future studies should examine possible reasons.
